Foster Family Home - Corrective Action Report

Provider ID:  1-170006 : ‘
Home Name: Mana Keluholokal CNA ' Review ID: 1-170006-3

86-240 Leihua Street Reviewer: David Ayling

Waianae Hi 96792 Begin Date:  11/26/2018 End Date: | | ng{f%

Foster Family Home Required Certificate [17-1454-6]

6.(d)(1) Comply with all applicable requirements in this chapter; and
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Home visit for a 2 person CCFFH recertification review made on 11/26/18. PCG requests to increase to a 3 client CCFFH.
Corrective Action Report issued during home visit with all items due to CTA by 12/26/18.

6.(d)(1) - see applicable sections of the review

Foster Family Home Personnel and Staffing [17-1454-41]
41.(b}(5) Provide non-medical transportation through possession of a valid Hawaii driver’s license and access to an insured

N vehicle, or an alternative approved by the department.
41.(b)(8) Have documentation of current training in blood borne pathogen and infection control, cardiopulmonary

resuscitation, and basnc first aid.

Comment:

41.(b)(5) - No alternative transportation form for all CG's.

41 (b)(8) - No Blood Borne Pathogen certificate present for CG #3.
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CCFEH Name: Thvamas B

Community Care Foster Family Home (CCFFH)
Written Plan of Correction for Deficiencies
Listed In Corrective Action Report

Chapter 17-1454
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CCFFH Address: $t- o Leilane §4, Wamsrat W 147
Rule Corrective Action Taken Date Prevention Strategy

Number Corrected
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Primary Caregiver’s Signature:

Print Name: U B i DA LAY A - [Vl WoLpdilof Signature:
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